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those on hospital length of stay) in special circumstances. Similarly, such regulations might be used to discourage other practices—for instance, to deny reimbursement for specific procedures performed at hospitals not meeting specific EMS-C qualifications. As a case in point, the MediCal (California Medicaid) program will not pay for pediatric critical care services in hospitals that do not have a PICU, and neonatal intensive care will not be reimbursed unless rendered in an appropriate facility.
Relationships with "Local" Public Sector Entities Clearly, a concern of any state agency is how its work relates (or should relate) to activities at the county, district, and local levels. The particular distributions of statutory and regulatory authority, as well as historical (and unwritten) patterns, govern these relationships. One task before the lead agency will be to make creative and constructive use of those formal and informal controls to ensure that EMS agencies, other public programs (such as law enforcement or traffic safety), and institutional and clinical health care providers find the motivation and mount the resources to develop better EMS-C capabilities. For example, in some states, programs that specifically finance additional training in EMS-C or equipment purchases may be required to enable smaller communities to make the needed changes. The committee's point is that reaching its ambitious goals for EMS-C at the state and local level may call for uncommon sensitivity, as well as bureaucratic agility, on the part of the lead agency vis-a-vis its public sector counterparts at the substate level.
Relationx with Nongovernmental Parties Actions by the state agency necessarily will involve special interests and groups "outside government." Here, too, the committee believes that perceptive attention to the needs, capabilities, and priorities of these parties will be critical. More than with the public sector groups mentioned just above, active involvement of the advisory council may be helpful. Creative thinking about incentives directed at professional groups (such as emergency nurses) and provider associations (such as the state hospital association)—for example, on matters relating to licensure, certification, accreditation, or even financing of postgraduate or continuing education—will be indispensable.
State Advisory Councils
Structure, Membership, and Other Factors
As at the federal level, state advisory councils should bring together representatives of key groups in local government and in the private sector as well as those in various state departments and offices that have an interest in or an impact on the delivery of emergency medical care to children. With respect to the private sector, EMS agencies and rescue squads, hospi-eir investment in EMS-C is beneficial and used in an appropri-ustice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
